Intensive care medical and nursing staff self-rate their communication skills as improved following attendance at the European Donor Hospital Education Programme (EDHEP) workshop. A prospective study was conducted to determine what impact EDHEP has on communication skills. Doctor-nurse pairs from 10 experimental and 10 control Intensive Care Units undertook two standardized simulated relative encounters (Breaking Bad News and Donation Request) at three measurement points (pre, post and follow-up).
Conveying bad news, explaining brain death and approaching the next of kin for permission to donate organs place considerable demands upon doctors and nurses in critical care. At least two barriers to communication with the bereaved have been identified: fear of adding to their distress and the lack of training in communication skills 1, 2 . Interviews with bereaved families who have and who have not donated indicate the need for sensitive emotional support, with clear and appropriate communication by doctors and nurses, particularly with regard to the explanation of brain death 3, 4 . The European Donor Hospital Education Programme (EDHEP), initiated by the Dutch Eurotransplant Foundation, was developed to sensitize doctors and nurses to the issue of donation and to enhance their awareness of the communication skills needed when breaking bad news, caring for grieving relatives and requesting donation 5, 6 . EDHEP is a one-day interactive workshop with short presentations, exercises, discussion and simulated relative encounters ( Figure 1 ).
The workshop is meant for mixed groups of 12 to 16 doctors and nurses. It is hosted by a transplant co-ordinator and is run by two moderators with a psychology and communication skills training background. In the workshop, participants are encouraged to examine their own feelings caused by loss and separation, to acknowledge experiences of bereaved relatives, to analyse problems of communication and to assess their own strengths and weaknesses in communication skills in role-plays with actors performed in doctor-nurse pairs. This teaching format has been rated highly in many countries [6] [7] [8] . Programme evaluations from the Netherlands, Germany and the United Kingdom suggest that immediately after the workshop, doctors and nurses, irrespective of experience, judge their communication skills with the bereaved as improved and the barrier for making the donation request as reduced [7] [8] [9] . However, these judgements are subjective and may not be an accurate reflection of actual behaviour. Furthermore, since EDHEP was designed as an awareness-raising workshop it should not be regarded as formal training. In order to investigate the effect of EDHEP upon the communication skills of intensive care medical and nursing staff in conveying bad news and requesting donation, a prospective study was undertaken in the North West of England from 1995 to 1997.
DESIGN AND METHOD
Twenty hospital Intensive Care Units, matched for numbers of beds and population served, were randomly assigned to an experimental or control condition. All available consultants in the units participated in the study. Within every unit nurses were randomly assigned to a consultant to make a doctor-nurse pair for the duration of the study. Each participant in the experimental group followed an EDHEP workshop. Three measurements of the communication skills of consultant-nurse pairs took place. The design used was an "untreated control group" design with a pre-test (three to four weeks before EDHEP), a post-test (four to six weeks after EDHEP) and a six months follow-up 10 . Measurements in both conditions took place at similar points in time. Moderators, drawn from the professions of Clinical Psychology and Liaison Psychiatry, attended an EDHEP Train-the-Trainers course to ensure a standardized training regimen 6 .
Standardized Simulated Relative Encounter
Simulated patients are healthy people who have been trained to accurately perform a role, in order to guarantee standardization 11, 12 . Simulated patients can be used in unobtrusive observation. They are not identified or recognized by physicians who are therefore unaware which of their patients is actually a simulated patient 13 . For this particular study the actors portrayed the roles of relatives; hence the term simulated relatives 14 .
At each measurement point the typical clinical performance of participants was optimally recreated, albeit within an evaluation framework. The consul- tant-nurse pairs were aware of the set-up with the use of actors. Each encounter took place in the relatives' room on the Intensive Care Unit. Good practice advocates that breaking news of death and the consequent donation request take place in two separate encounters 15 . Each pair undertook two "standardized simulated relative encounters" at each measurement point. Each encounter lasted a maximum of 10 minutes and was videotaped. In the first encounter, news of a poor prognosis, with brain-stem tests imminent, had to be conveyed. After a short interval with a non-specific debriefing, and following the clear instruction that the patient was dead, the doctornurse pair made a request for organ donation. The pair received standardized written instructions for the separate encounters, adapted specifically for this study from similar instructions in Dutch. They were given time to discuss the general conduct of the interview and arrange a division of tasks and responsibilities between themselves.
The testing situation was standardized for the actors' portrayal of the relative, the method of briefing and debriefing of the doctor-nurse pair, and the debriefing of the actor. The actor was not aware of whether the doctor-nurse pair were in the experimental or control condition. No feedback was given to the pair until the follow-up measurement had been completed. Actors were trained to react with a specific emotion and to ask particular questions at each measurement point. It was assumed that the difficulty participants have in recognizing and responding to emotions was evenly distributed across the participants. At the pre-test the emotion expressed was sadness, anger at the post-test and guilt at follow-up.
After the follow-up measurement had been completed the doctor-nurse pair rated the realism and acceptability of the simulated encounters.
In order to rate the encounters that were conducted by doctor-nurse pairs, the EDHEP communication skills assessment (EDHEP-CSA) was developed. This instrument allows for separate scoring for doctors and nurses and was partly based on the Maastricht history-taking and advice checklist (MAAS-Global) 16, 17 . The items in the EDHEP-CSA reflect the current consensus representing ideal practice in communication skills for breaking bad news and requesting donation 15, 18, 19 . Within the donation request section a provision is made for rating any reiteration of the bad news. All skills are rated on a scale from 0 (absent) to 5 (very good).
The rating scales for each encounter consist of two main parts: the structure of the encounter and general communication skills. The structure consists of "Entry"; "Phase I" focusing on breaking the bad news or requesting donation; "Phase II" focusing on how the relatives' immediate (emotional and other) needs are acknowledged; "Phase III" focusing on how any discussion of the future is handled, and "Further Policy" dealing with the clarity of arrangements: who, what and when. An example of an item, taken from Phase II of the Breaking Bad News scale is depicted in Figure 2 , with a description of the guidelines for rating.
The videotaped encounters were rated by three research assistants, trained over two days in the use of the rating scale and a detailed accompanying manual to guarantee reliable rating. The sequence of the tapes of the encounters was rearranged in a random order to permit blind rating. Following two pilot reliability checks to assess inter-rater reliability, all tapes were rated twice.
Statistical Analysis
The number of rateable encounters at each measurement point was limited due to technical difficulties or dropout. Out of 420 encounters, 340 were rateable, with unequal numbers at each measurement point. Descriptive statistics were calculated across all participants in the study and also for the smaller group of whom data from all three measurements were available. The following means were calculated for each participant: an overall total mean (breaking bad news and requesting donation), a separate total mean for each encounter and subtotal means for phases and general skills. All mean scores at the three measurement points followed approximately normal distributions and were analysed using one-way analysis of variance (ANOVA) with repeated measures. In order to determine the groups between which an effect was present, Tukey's Honestly Significant Difference test (P<0.05) was used.
RESULTS Table 1 provides the characteristics of those participants from the experimental and control groups who participated in all three measurements. Comparison of these data with the characteristics of the individuals who dropped out showed no differences. Both experimental and control groups are well matched for these characteristics. The data show that the participants in the sample have considerable experience with bereaved families. The variation in experience with requesting donation is greater in the experimental group than in the control group (Table 1) .
The matching of doctors and nurses had not taken place on the basis of their experience: it was difficult enough for those involved to set time aside for participation in this study. It was assumed that the level of experience within the doctors/nurse pairs was equally balanced across the pairs. Reliability of the EDHEP communication skills assessment was calculated using generalizability theory 20 . The generalizability coefficients for Breaking Bad News and Donation Request were 0.84 and 0.81 respectively. The participants rated the scenarios and the simulated relative encounters as realistic and acceptable: mean 1.9 (SD 1.1) and mean 1.9 (SD 1.0) respectively, on a 6-point scale (0=agree with realism and acceptability, 5=disagree).
No significant differences were found in the overall total mean scores and the total mean scores for breaking bad news and requesting donation. This was the case for doctors as well as nurses, in both conditions ( Table 2) .
As the mean scores of the nurses did not show any significant differences for both the encounters, only the further results of the doctors are presented in the following tables.
A significant increase at the post-test was found for the doctors in the experimental condition in the Phases-score in the Breaking Bad News encounter (Table 3 ). This increase was not maintained at followup. The control group showed no changes in the Breaking Bad News encounter. In neither condition was an effect apparent for the Donation Request interview.
Analysis at the level of phases (Table 4 ) reveals a pre-post improvement for the experimental doctors not maintained at follow up for Phases I and II, while the improvement in Phase III was lasting. Therefore, at the post-test measurement only doctors who attended EDHEP demonstrate enhanced skills in breaking the news, acknowledging and coping with the needs of the relative. In the experimental as well as in the control group an increase in Phase III was observed at the post-test and maintained at followup. In both conditions the doctors were better able to respond adequately to the questions of the relative and to explain the events to come. A separate analysis of the mean scores for Phase III in breaking bad news, using the measurement points as a grouping variable, showed a measurement effect: control doctors benefited from participation in the measurements alone.
Regarding the phases in the donation request encounter, the doctors in the experimental condition improved in Phase III and in Further Policy at the post-test; this effect was not maintained at follow-up: improvement in responding adequately to questions and in explaining events to come was not lasting. In the control condition there were no changes. 187 
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DISCUSSION
Following attendance at the EDHEP workshop, consultant intensivists demonstrate a significant, if short-lived, improvement in the way they structure an encounter with a relative, and conduct a bad news encounter. At post-test these doctors attend more sensitively to the relatives' needs and show better skills in explaining the events to come when the relative consents to donation. This effect was still demonstrable at six-months follow-up. They showed more patience and gave the relatives more freedom to decide, skills highly valued by bereaved relatives. Doctors in the control group did not show all of these improvements.
TABLE 2
Mean scores (standard deviation) for doctors and nurses in the "Breaking Bad News" and "Donation Request" simulated relatives encounters (6- The generalizability of the results from both encounters may be limited by the use of three cases with specific emotions 11 , the maximum that was feasible within the time constraints of the study. The practical and technical difficulties of such repeated measurements on busy clinical units is also reflected in the relatively small sample that completed three measurements. However, there is no difference in terms of experience with bereavement and donation between these participants and those participants for whom some measurements were missing. Inherent difficulties in maximizing the numbers of participants under each measurement point are not atypical in studies of this nature, even with the generous support and agreement of busy intensive care units.
The performance of the nurses in both encounters indicates no significant change across measurement points. Their mean scores were continuously lower than the corresponding mean scores for the doctors. EDHEP explicitly identifies the need for doctors and nurses to support each other during communication with the relative, when breaking bad news or making a request for donation. The lower scores for behaviour by nurses during the encounters reflect a quieter and supportive role valued by bereaved relatives 21 , while the doctor takes a more "active" role. There is evidence to suggest that nursing staff may offer support and care to bereaved relatives in critical care outside of the formal encounters 21 . EDHEP emphasises the need for both professions to be competent in communication while recognising that they may undertake complementary roles at different times. It is noteworthy that the mean scores for both the doctors and nurses appear low, perhaps in part reflecting the use of ideal criteria to rate the encounters, which may be demanding to achieve in clinical practice 17 .
Specific improvements in communication within the control doctors suggest that the methodology of the assessment also contributes positively to the enhancement of some skills, i.e., explaining events to come after having conveyed the news of death. Enhancement of some but not all aspects of communication following brief training and decay of particular skills at follow-up has been noted before 22 . This is another indication that increased awareness of the complexity and dynamics of communication with the bereaved may not be sufficient for durable change in behaviour under those circumstances 23 . To remain skilled one needs to practise. The opportunities to actually practise communication with bereaved relatives are limited. Therefore, these skills are likely to extinguish, making it remarkable that some of the improvement is still demonstrable after six months. There is evidence from general practice and oncology that particular communication skills can be improved with training [22] [23] [24] , although the opportunity to receive adequate training in communication skills may be limited [25] [26] [27] . Follow-up workshops to EDHEP which focussed on additional training in communication skills have been associated with a lower rate of family refusal 28 , although this effect has not been formally evaluated. The transient improvement in communication skills observed in this study underlines the need for additional training utilizing further practice and feedback in order to preserve newly acquired skills. The need to systematically evaluate the impact of this type of training within crisis care to identify further potential benefits for staff and for relatives is increasingly being recognised 26, 27 . Competence in the use of these skills is relevant for all doctors involved in caring for bereaved relatives.
